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a Letter of intent (LOI) form prior to submitting a Certificate of
Sections 19a-638 and 192-639 of the Connecticut General

Statutes and Seclion 18a-643-79 of OHCA's Regulatons. Please submit this form to the
Commissioner of the Office of Health Care Access, 410 Capitol Avenus, MS# 13HCA, P.O.
Box 440308. Hartford, Connecficut 08134—-0_308.

SECTION . APPLICANT INFORMATION

If there are more than two Applicants, please attach a separate sheet of paper and provide

additiona! information in the format below.
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SECTION ll. GENERAL APPLICATION INFORMATION

a. Proposal/Project Title:

Pr'\c\c_\)o Lot X ey CendoR

b.  Type of Proposal, please check all that apply:

T  Changein Pacility (F). Service (S) or Function (Fnc) pursuant to Section 192-538,
C.G.S.:
Y New (F. S, Fnc) [ Replacement [] Additional (F, s, Fric)
[ Expansion (7, s, Fne) [T Relocation ] service Temination
O] Bed Addition® [ Bed Reduction

[ Change in Ownership/Contra

[J Capital Expenditure/Cost, pursuant 1o Section 19a-639, C.G.8.-
O Project expenditure/cost cost greater than $ 1,000,000
D Equipment Acquisition greater than $ 400,000

[J  New [0  Replacement L] Major Medical

Linear Accelerator

[ imaging O

[J Changein awncrship or conlrol, pursuant to Section 192639 C G.S,, resulting in a
capital expenditure over $4 ,000,000

Location of proposal (Town including street address):

< N0 __ Qoplg
‘acﬁagﬂﬁpork ay,

d. List all the municipalities this project is intended to serve:
VAN S o

Estimated starting date for the project:_ Noy 7 S+ SHA0Oo 4
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Estimated Tota! Caplial Expendiuure: S $ 600.000
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: Equipment (Purchase) _ 1 8 275,000

[ Imaging Equipment (Purdiacs) : '
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SECTION Iv. PROJECT DEBCRIPTION
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8. Who are the payers of this servics?
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If requesting a Waiver of a Certificate of Need, please complote Section V,
SECTION V. WAIVER OF CON FOR REPLACEMENT EQUIPMENT

| may be eligible for a waiver from the Certificate of Need process because of the following:
(Please check all that spply)

[1  This request is for Replacement Equipmen.

[0 The original equip i¥pd bythe Commission/OHCA in Docket
Number: .

[0 Thecostofthe equipment is not to exceed $2,000,000.

[0 Thecostofthe replacement equipment does not exceed the original cost
increased by 10% per year.

Please complete the attached affidavit for Section V only.

2
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Proposed Project;

We arc proposing (o open our facility on November 1st 2004 on
Barnum avenue in Bridgeport Ct. Our intent is to provide MRI imaging

care to patients in the Bridgeport_and surrounding area of southern
Connecticut

ut.
We are self owned and are seeking no grant or loan_for our MRI equipment.

Our intent is to except all HMO and health plans to benefit all patients
in our facility

With a Profile MRI and ex ended hours with staff on call f r emergenc

imaging services will be greatly appreciated by needs of physicians and
Patients, along with adequate parking ata convenient location in Bridgeport.
We are aware that there are other facilities similar to what we are proposing, hut

with our extended hours, on call staff. and having an additional open
MRI in the area, with corrent facilities alread being over booked due to a
great demand of patients need. some cases are 24 to 48 hours for a patient to
receive an “emergency” MRI wished to be ordered by their doctor but cannot
be performed due to_puor staff. technician on hand_or over booked
scheduling.

We feel that without question onr facilj( will benefit the community. For a
patient seeking answers, or a doctor in great need of helping his/her patients to

obtain those answers, testing is_needed without_wait, but is sometimes not

possible . In this profession MRI imaging is a common and much needed way to
obtain the answers to diagnesing problems and reparing for a medical

procedures. Which often cannot wait. Our facility can help. again, we feel a

great need for our facility in this area and feel that this community vgill be
greatly benefitted by it. '
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AFFIDAVIT

Applicant: £LNMR A A2,
Project Title: _ 2R/ VPoRE /A R L CeNLER

W BSWRIAFY  F A rens Lf o
(Name) (Position ~ CEO or CFO)

' ) —
of %}')@Zﬁ/}/ ‘}' ﬂ? /) Wl being duly swom, depose and state that the
information pravided in this CON Letter of Intent/Waiver Form (2030) Is true and accurate to

the best of my knowledge, and that 13+ ic/ Grags (7R Ceikbsifiplies with the appropriate and
(Facility Name)

applicable criteria as set forth in the Sections 192-630, 19a-637, 192-638, 1 93-639, 19a-486
and/or 4-181 of tha Connecticut Gengral Statutes.
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